calcium and magnesium concentrations but may aggravate hypoglycxmia. Factors such as preeclamptic toxemia, twins, and cow's milk feeding may cause or aggravate biochemical disturbance. The clinical effects associated with biochemical disturbances depend usually on the interplay of a number of pathological factors, biochemical and otherwise, and can be greatly modified according to the nature of these factors and their relationship with each other. REFERENCE Brown J K, Cockburn F & Forfar J 0 (1972) Lancet i, [135] [136] [137] [138] [139] Dr B D Bower (Radcliffe Infirmary, Oxford)
Non-epileptic Episodic Disorders in Young Children
A common question is 'Fits or breath-holding attacks ?' A careful history usually gives the answer but occasionally the distinction is difficult. Breath-holding attacks of the cyanotic type: The clinical description is familiar: the patient is an infant or pre-school child, occasionally even an infant of a few weeks of age; he takes one or more inspirations, holds his breath, becomes cyanosed and briefly loses consciousness. He often goes into a slightly opisthotonic position with elbows straight and forearms slightly pronated by his side with eyes turned upward. He may even pass urine and sleep after the episode and in my view it is quite unjustifiable to label the child as having had an epileptic seizure, on such evidence. Rarely, a breath-holding attack may terminate in the clonic movements of a true major seizure. Presumably in such children the epileptic threshold is relatively low and the amount of cerebral hypoxia sustained in the breath-holding is sufficient to exceed it. In my experience of these rare cases, the prognosis is no worse than in the usual case of breath-holding attacks.
The most important feature of the history in making the distinction between breath-holding attacks and epileptic seizures is that the former are always precipitated by a physical or emotional hurt, while the seizure arises spontaneously except in the very rare reflex epilepsies. The age of unsteadiness when a child is learning to walk is particularly liable to physical hurt. In some children a blow on the temporal or occipital regions 'is especial'y provocative. The frustration produced by an older sibling stealing a toy or the mealtime battles of the food refusal stage are familiar precipitants.
The prognosis is good and follow-up studies (Lombroso & Lerman 1967) have confirmed that there are no serious sequelh, but there are several unanswered questions. Why do they occur in certain children and in certain families? Have they any survival value like the true seizures of Chance's mice? (Chance described mice who, when confronted by a predator, convulsed and lay as if dead in postictal stupor.) Also, how does the doctor persuade the parents not to overprotect the child and compound his manipulation of the situation? Syncope of infancy: In contrast to breath-holding attacks, syncope of infancy is rare. I have records of 4 personal cases. The infant goes pale and quiet, limp, sweating, unconscious and may vomit. Sheldon (1952) gave a graphic description of this disorder in 4 patients.
One of my patients was a doctor's infant; at the age of 3 months she had her first of 4 attacks; all occurred in the bathshe would splash for thirty to sixty seconds, then become quiet and pale and would vomit, then she became completely limp and unconscious. She looked dead but recovered after one minute. After the first attack the daily bath was made cooler but 3 more occurred over a few weeks. Bathing was therefore stopped and she had no more episodes. At 1 year of age baths were reintroduced without incident. Now she is a normal child of 5 years. In Sheldon's and my other cases the attacks were similar but the circumstances varied and the only common feature which is suggested to me is fright, although even this is not entirely convincing. A new taste during the introduction ofsolid food, a sudden but not severe blow on the head, putting in the bath, or removal from the bath, are various preceding factors described. Reflex epilepsy is an unlikely diagnosisthe features are those of syncope and the precipitating factors are usually varied. Are these attacks vagal asystole or true syncope? Resting ECGs and EEGs are normal and there is nothing to suggest a biochemical cause. It is not paroxysmal tachycardia. The prognosis seems to be uniformly good but one wonders uneasily if an occasional infant cot death might be due to this. Benign paroxysmal vertigo: Excellent descriptions of this condition were given by Still (1938) and by Basser (1964) ; Koenigsberger et al. (1970) and Chutorian (1972) . Sudden attacks of falling, swaying or cessation of movement makes most practitioners diagnose epilepsy, and vertigo is hardly considered; yet if he is asked, the child's own description should make the diagnosis clear: 'the walls go round' 'the ceiling falls in', 'I am falling', or as one of my patients said 'I keep drunking'. The parents' account also points to sudden vertigo: 'he screams out and clutches me or the chair', 'he lies down with his head on the floor and will only move if his head remains in contact with the floor'. Consciousness is not lost and the episode lasts less than thirty seconds, although one of my patients was ataxic for fortyeight hours after each attack. Nystagmus is common. Pallor, sweating and vomiting occur occasionally. The onset is between 2 and 4 years in a normal child with no hearing defect or detectable ear disease, a normal EEG but abnormal caloric tests (canal paresis). This is a benign condition, apparently due to a peripheral nerve lesion of unknown cause, which disappears usually by 5 years of age with no apparent sequelk. Infantile masturbation: This seems to be rare today, or at least it is rare in my experience for an infant who is practising masturbation to be brought for diagnosis. Yet Still in 1910 discussed 39 cases of his own. Thirty-one were girls. The youngest started at 5 months of age. I recently saw a boy aged 9 months referred as a possible case of infantile spasms. For about six weeks he had had episodes when sitting down (and only when sitting); he would wave his arms about synchronously, gripping his fists tightly and working to a crescendo. His eyes were open and staring and it was difficult but not impossible to abort one by talking to him. His legs were lifted slightly extended at the knees, slightly abducted and he swayed slightly backwards on his bottom. It lasted up to five seconds and then he would go pale and continue with what he was doing. Although there might be a series of them the gap between two successive ones was never less than five minutes. His intelligent mother said 'At first I thought it was boredom. They are nasty to watch.' On examination no abnormality was found and in particular his developmental progress and status were normal for his age. I had little doubt that this was infantile masturbation but had an EEG done to make surethis was normal. They stopped when he started to become mobile.
In the second or third year of life paramasturbatory or 'gratification phenomena' can occur and may cause confusion. When excited by a pleasurable event or its anticipation, the child tenses his muscles (often his hands and arms, which shake) and may jog up and down, the face flushes and he may mumble a word or two. If he can be induced to talk about them he may call them 'my dreams' or describe an obviously pleasurable sensation. Their description by a parent may cause some puzzlement. But if the physician sees one himself there is usually little difficulty in making the diagnosis; it is obviously a pleasurable event or the expression of pleasure.
Pallid syncope, paroxysmal vertigo, infantile masturbation and gratification phenomena are poorly described in the standard texts. They are uncommon but diagnosis is important in order to prevent a label of a convulsive disorder being attached to the child.
Dr EM Brett (Hospitalfor Sick Children, Great Ormond Street, London WCIN3JH)
Treatment of Febrile Convulsions
It has long been known that certain otherwise normal children between the ages of 1 and 6 years (with some spread at either end of this span) may have convulsions, during the common febrile illnesses of childhood, but not otherwise. The term febrile convulsions is traditionally used for these attacks. It seems preferable to exclude from this category children with recurrent seizures of which only a minority occur with fever. Boys outnumber girls, and close relatives (siblings, a parent or grandparent) often show a similar tendency to convulse with fever. This tendency, which seems to be genetically determined, ceases in most patients as they reach the age of 5, 6 or 7 years. Most children are probably none the worse for the attacks, which are brief and last under ten minutes, but some last long enough to constitute status epilepticus (defined as continuous convulsions lasting thirty minutes or more).
The problem is common: the mean incidence was 29/1000 children under 5 years in six large populations studied (Lennox-Buchthal 1973) . Some authors, as in a recent editorial (British Medical Journal 1972) , apply rigid criteria for the definition of febrile convulsions. They exclude convulsions occurring under 6 months or over 6 years of age, cases without an obvious rapid rise of temperature or clinically obvious illness before the fit, those in which a second fit occurred during the same infection andmore importantthose in which the fit lasted more than ten minutes, was focal or was followed by post-ictal weakness. I believe that to apply such rigidly exclusive \ riteria is illogical and undesirable. Exceptions to alll these criteria abound, sometimes within a :;ibship and sometimes in the same child from time to time. To take only one example, of 142 children with febrile convulsions admitted to the Royal Alexandra Hospital Brighton in 1972, 23 % had two convulsions in the same febrile episode, and 7 % had three or more (Gilsenan, personal communication).
